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50 Years of Advocacy

August 15, 2005

Ms. Dorcas R. Hardy

Chairman, Policy Committee
White House Conference on Aging
4350 East West Highway

3" Floor

Bethesda, MD 20814

Dear Ms. Hardy:

I enclose a Resolution on Oral Health for Older Americans submitted by Oral Health
America for review by the White House Conference on Aging.

The sponsor of the Resolution, Oral Health America, is the nation’s oldest and only

independent foundation advocating for oral health and its relationship to overall health.

(Visit our website at http://oralhealthamerica.org/).

The Resolution is the work of noted experts in the field of oral health for older adults,
many of whom contributed to the enclosed, “A State of Decay”, which provides a state
by state analysis of the burden of oral disease borne by America’s elderly.

If you have any questions about the Resolution or the work of Oral Health America,
please do not hesitate to call.

On behalf of millions of older Americans whose oral and overall health is severely
compromised by oral diseases, we thank you for your consideration of this Resolution.

NG Kusg

Robert J. Klaus
President & CEOQ

ce: Steve Knight, Chairman, OHA

410 North Michigan Avenue - Suite 352 « Chicago, Illinois 60611-4211 « 3]12-836-9900 + fax: 312-836-9986
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Overview of Current Issue Status and Policy: Good oral health should begin at birth
as an important component of overall health care and should not end at retirement. Proper
dental care must be a lifetime commitment and must never be considered less of a
priority than other health needs. Unfortunately, for far too many older Americans, oral
health care is a luxury. Too many suffer from chronic oral pain and disease, severely
limiting regular activities of daily living and impending their independence. Evidence
suggests that poor oral health can complicate or is linked to diabetes, heart disease,
pneumonia and stroke, resulting in the deterioration of overall physical health. Indeed,
due to a lack of social marketing tarpeted toward older adults, few are aware of the
important connection of their oral health to their total health.

Opportunities: Limited access to oral health care poses one of the greatest crises for the
health and well being of America’s elderly. Not one older American receives routine
dental care under Medicare and less than 20% of those over 75 years have any form of
private dental insurance. The likelihood of serious dental problems coupled with limited
access becomes more serious for those older Americans with special needs, are medically
compromised, disabled, blind or institutionalized. The 2002 Surgeon General’s National
Call to Action to Promote Oral Health recognizes the value of changing the public’s
perception of the importance of oral health to overall physical health and calls for raising
the level of awareness among policymakers to the need to include oral health in health
policies. Concurrently, the public’s oral health literacy level must be raised to enable
people to make informed decisions and express their needs and expectations to their
health care providers and elected officials.

Resolution:

Support an oral health literacy campaign for older adults that has the following
objectives:

e Alerting older Americans to the importance of oral health and its fundamental
relationship to overall health.

» Raising awareness among opinion leaders, health care providers, elected officials
and the media that poor oral health is one of the leading causes of health problems
in older adults, a problem that, for lack of awareness and prevention, wastes tens
of millions of dollars annually and causes untold human suffering.

e Raising the oral health literacy of all adult Americans.

Submitted by Oral Health America to the Policy Committee of the White House
Conference on Aging. August 16, 2005



A State of Decay
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Poor oral health causes suffering.

Millions of Americans, especially

our most vulnerable populations,

are unable to access any care and
suffer from a “silent epidemic” of

oral diseases.’

A State of Decay: The Oral

Good oral health care should begin at
birth as part of overall health care.
This important component of health
care should not—and cannot—end at
retirement. Proper dental care must be
a lifetime commitment. Unfortunately,
for far too many older Americans, oral
health care is a luxury. Too many of
our “greatest generation” suffer from
chronie oral pain and periodontal dis-
ease, severely limiting regular activities
of daily living and impeding their
independence. Neglect of oral health
may result in the deterioration of over-
all physical health. Lack of access to
care for even routine dental cleanings
and exams can exacerbate serious and
complicated overall health problems
that increase with age.

Limited access to oral health care
poses one of the greatest erises for
the health and well being of
America’s elderly. The result is an
embarrassing “D.” Not one older
American receives routine dental
care under Medicare. Medigap, used
by some older Americans as a sup-
plemental insurance to Medicare, is
an expensive cavity when it comes
to dental coverage. Less than 20
percent of Americans 75 and older
have any form of private dental
insurance.! Under Medicaid. adult
dental care is optional and 27 states
are failing to meet even the most
minimal standards of care. Millions

suffer, often in silence,

Older adults suffer from the cumula-
tive toll of oral diseases over their
lifetime. This results in extensive oral
disease.” Surveys have shown that
nursing home residents with teeth
suffer particularly from untreated
tooth decay. while those without teeth
also have a variety of oral health
problems.* Medications often adverse-
ly affect oral health as well.

Some older Americans—especially
those with special needs, the frail,
and those classified by the Social
Security Administration to be aged,
blind and disabled—are olten
plagued with challenging oral health
needs. Being disabled, medieally
compromised, homebound, or insti-
rutionalized inereases the likelihood
of serious dental problems and limit-
ed access to dental care. Our national
grade may be a “D” for older
Americans overall, but when it comes
to caring for vulnerable populations:
the country is flat out failing.

This lack of access to oral health
care is compounded by a shortage of
gkilled geriatric dental care profes-
sionals, part of a larger national
shortage of geriatricians described to
the U.S. Senate Special Committee
on Aging by the Alliance for Aging
Research in their report, Medical
Never-Never Land. Just finding a
dentist can pose a considerable chal-
lenge for older Americans and those
with a disability. The good work of
community health centers is limited
to providing preventative and basic
dental care to only about one-in-
twelve patients who are fortunate
enough to have access to such a
facility.* In many states that provide
a dental benefit, reimbursement
rates are too low to atiract a suffi-
cient number of dentists willing to
treat Medicaid patients.



Health of Older Americans

ABOUT THIS REPORT CARD

In 2000, Oral Health America
issued the first national report card
on oral health. Two subsequent
national scoring efforts showed a
disturbing trend. The oral health
of older Americans was receiving
some of the lowest grades across
the nation. While in other areas of
overall health care access there
tends to be variation by state, older
Americans almost universally lack
private or government dental cover-
age. This report provides a first
ever, state-by-state assessment of
the oral health of older Americans,
especially those most in need.

Further, A State of Decay examines
aceess to l:]r-':IJ. hHHJ.Iil fl}r Dl.'dﬂr
Americans and reviews adult
Medicaid dental coverage in all 50
states and the District of Columbia.
As many severe dental problems aceu-
mulate over time, looking at dental
coverage in the adult Medicaid popu-
lation provides as accurate a measure
as possible of the oral health of our
most vulnerable older Americans and
special care populations.

ABOUT THE GRADES

Starting with the baseline grade of
how many older Americans have
private dental insurance—the num-
ber one factor in determining if
someone sees a dentist—there is
grave concern of what happens to
the vast majority of older Americans
who have no such coverage. With no
Medicare dental coverage, many
older Americans must rely on
Medicaid for eritical oral health
services. Oral Health America con-
ducted a survey of all 50 states in
August 2003 to determine levels of
adult dental Medicaid coverage, and
assess rates at which Medicaid den-

tal providers are being reimbursed
for basic oral health procedures.
These grades are not intended to
target state programs, but instead,
provide a snapshot of how the
Medicaid population is faring when
it comes to access to needed oral
health services.

State programs face considerable
challenges with current budget
shortfalls. Given that oral health
services have been considered less of
a priority than other health needs,
they often get cut first. Particularly
at risk as a result of these cuts are
our most vulnerable aged, blind and
disabled populations, which are
dependent on Medicaid as an impor-
tant source of health care.

NATIONAL AVERAGES

The final grade for the nation, a
“D,” illustrates many gaps in oral
health coverage and access for older
Americans. This grade examines
national access to private dental
insurance coverage: the level of
adult dental Medicaid coverage, and
service measures for states providing
coverage to older adults. While a
variety of measures and grading
scales could be employed to moder-
ately improve or reduce this nation-
al grade for access to oral health for
older Americans, the fact is clear:
across the nation, the oral health of
older Americans is in a state of
decay. What is perhaps most disap-
pointing about this grade is that
America should be receiving nothing
short of a solid “A” in providing for
the oral health of older Americans.

Private dental coverage for older
Americans is a “D.” This grade
examines only who has coverage.
Mot enough information is available
to grade the quality of private

Oral health problems cause
pain, impact our ability to

eat, sleep, work, and remain
independent. Evidence suggests
that poor oral health can

complicate or is linked to

diabetes, heart disease,

pneumonia, and stroke.




Oral health ailments—cavities,

cancer, gum disease, tooth loss,

oral-craniofacial injuries and

birth defects—afflict more
Americans than any other

cluster of health problems.

dental coverage. A total of 16 states
fail by having less than 20 percent
of their older citizens covered
through private dental insurance.
Not knowing what type of coverage
is included in those policies may
mask an even larger problem.

The grade for the level of adult
Medicaid dental coverage is a “D+,”
highlighting the fact that most states
(20) provide emergency services—
allowing for tooth extractions or oral
surgerv when the patient is in a life-
threatening or emergency situation.
Only 10 states providing full or
comprehensive dental benefits to
Medicaid-eligible adults, earning
them “A” and “B” grades. Six states
fail outright, offering no adult den-
tal Medicaid benefits.

Across the board, state Medicaid
programs reimburse dentists for
basic services at rates that are over-
whelmingly below customary fees.
Many states require pre-authoriza-
tion for dental procedures, even
under emergency conditions. provid-
ing vet another barrier to treatment.
The national average for adult
Medicaid dental service reimburse-
ment rates is an “E” Tennessee
earned the highest grade for this
category, with only a *C-."

The combination of these two scores,
F and D+, earns the nation a dismal
“D-7 grade for owverall adult dental
Medicaid coverage. Other than New
York with a “B-," no state earned
above a “C.7 and five states earned
that lackluster grade: California,
Indiana, New Mexico, North Daleota,
and Washington.

GRADING SCALES

The following scale was used to
assign point values for letter grades.
An “I” represents “incomplete,”
where information was not available.

A. PRIVATE DENTAL INSURANCE
ForR OLDER AMERICANS

Older adults often have special oral
health needs. As there are no dental
benefits under Medicare, older
Americans without private dental
insurance have no means of access-
ing care unless they are able to pay
out-of-pocket. This is difficult or
impaossible for millions of older
Americans who suffer from poor
oral health. Grades are based on the
percentage of adults in the state, 65
vears and older. who reported hav-
ing no dental insurance.




B. STaTe ApuLr MEDicalD
DenTAL BENEFIT COVERAGE

For this category, Oral Health
America surveyed states to deter-
mine the level of adult dental cover-
age under Medicaid. States were

“full,” “limited,” “eme -only,”
or “none,” Some states indicated
that coverage was han “full,”
but not “limited.” allowing for the
“B” grade. This survey updates data

. which saw renewed
0 Medicaid dental benefies.

Grades are based on the level of oral
health services provided through the
Medicaid program.

Less thari twao out qu every ten'_

older Americans are covered

. by private dental insurance.

 Poor elderly .ha.':".’ﬁ:;hfghe'r;;: e

. percentage ui_ﬁnfifzﬁfeg;'. '

: detayed teeth Members

of racial and ethnic groups
experience a higher level

of oral health problems.

Twentfthree pe r.ce nt of 65-
to 74-year olds have severe
periodontal disease. People
at the lowest socioeconomic
levelﬁ have more severe

periodontal disease.®




People with disabilities are

at greater risk for oral diseases
and are less likely to be treated.
One of two persons with

a significant disability cannot
find a professional resource

to provide appropriate and

necessary dental care.”

Five percent of Americans

65 and older (about 1.65 million
people) live in long-term care
facilities, where dental care

is problematic.?

Oral and pharyngeal cancers

are diagnosed in about 30,000
Americans annually; 8,000 die
from these diseases each year,

which are primarily diagnosed

in the elderly. Prognosis is poor.’

C. Apurtr MeEpicaip DENTAL
SERVICE REIMBURSEMENT

Also as part of the survey, Oral
Health America asked states to pro-
vide information on five basic oral
health procedures frequently per-
formed in routine care of Medicaid
population patients. These vital pro-
cedures include a periodic oral
exam, adult teeth cleaning (prophy-
laxis), periodontal scaling and root
planning, upper denture, and a sin-
gle tooth extraction.

For each procedure, Oral Health
America asked states whether or not
the procedure required pre-authori-
zation by the Medicaid program,
and the rate at which providers
were reimbursed by the Medicaid
program for the procedure.
Reimbursement rates were then
compared to marketplace fees for
dental procedures. Across the board,
Medicaid reimbursement rates are
abysmally low, resulting in low
provider participation: most dentists

do not treat Medicaid patients, a
population that often includes those
most in need of care. Fees that dis-
allow any profit stifle the creation of
an oral health infrastructure for vul-
nerable populations.

The following chart shows the 10th,
25th, and 50th percentiles of national
customary procedure fees as reported
by the American Dental Association
{ADA). The Centers for Medicaid and
Medicare Services (CMS) indicates
that reimbursement rates that fall
below the 50th percentile of providers’
fees in the marketplace are inadequate
to enlist sufficient providers.” The
ADA recommends reimbursements at
the 7hth percentile.

The 50th percentile describes the
middle fee reported by dentists
nationwide. Half of reported fees
exceed that value and half of report-
ed fees fall below that value. Oral
Health America chose this as the
admittedly low gauge by which to
set the “A” grade.




Uninsured Americans with
severe oral disease often

end up in hospital emergency
rooms, where the problem is
addressed through painkillers
andfor tooth extractions, both
of which are unlﬁ a temporary

fix, wasting millions of
| tax paﬁéf_du[léﬁ' annually.

There are significant structural

;il_ﬂ?ﬁl.;"-m_ﬁ]“ our .ura'_,_l health :_:-:':'.

caresystem, and the p'fnhlla:ms it

are getting worse due to demo-
- graphic trends, worlkforce

trends, public health infrastruc-
For this category, Oral Health ; k: :
America de ed a grading scale Medicaid | tureinadequacies, and the
that compa ate reimbursement e iy : :
rates with CUSTOMAary markm—plar:n: R g = |qcreaslng number of chilldren,
he “C" grade was eliminated :
». Generally, there's very d fées fa 18 procedu . adults, elderly and special
e ground when it comes . L i . :
to states establishment of reim- g 251 E populations not cuw¢d by
bursement rates. A handful of states ; EhmiEn ' e
score well on one or two edures; : . faid ; Medicare or Medicaid.
most earn failing grades for reim- : ; '
bursing providers at rates at or
below the 10th percentile.

Crades for state reimbursement
rates were reduced by half a grade
states required pre-authorization f
the procedure, which further limits
access to care,




Final Grades

ADULT MEDICAID SERVICE REIMBURSEMENT RATES
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